Awake uniportal video-assisted thoracoscopic metastasectomy after a nasopharyngeal carcinoma  by Galvez, Carlos et al.
Case Reportsrespiratory distress or cardiac tamponade.1,2 Purulent
pericarditis is an infection within the pericardial space.3
With the development of broad-spectrum antibiotics, the
incidence of purulent pericarditis has decreased dramati-
cally and has become rare in healthy infants and children.4
Of the small number of documented cases of purulent
pericarditis in children in the literature, the most common
organisms found are Staphylococcus aureus, Streptococcus
pneumoniae, and Haemophilus influenzae.3 Streptococcus
intermedius is not a common cause of pericarditis.3,4
The case presented is unique in several ways. First,
purulent pericarditis in an otherwise healthy child is rare.
Streptococcus intermedius is often not present with purulent
pericarditis in adults and has not been previously reported
as a pathogen in children with purulent pericarditis. In
addition, children with a pericardial teratoma most often
present with respiratory distress or clinical symptoms of
cardiac tamponade. In contrast, our patient presented
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e24 The Journal of Thoracic and Cardiovascular Surgnot only an unusual case of purulent pericarditis in an
otherwise healthy child; it was an unusual presentation of
a pericardial teratoma as she had no evidence of clinical
cardiac tamponade or respiratory distress. This is the first
reported case of purulent pericarditis in the presence of a
pericardial teratoma in a child. It is also the first reported
case of purulent pericarditis with Streptococcus intermedius
in a child.References
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A 70-year-old man with a previous nasopharyngeal carci-
noma treated with chemoradiotherapy in 2011, was found to
have 2 nodules in the left upper lobe at follow-up (Figure 1,
A). A fine-needle aspiration biopsy of the bigger lesion led
to a diagnosis of metastatic disease. We suggested an awake
procedure and the patient signed written informed consent.
SURGICAL TECHNIQUE
A thoracic epidural catheter was inserted at the T4-T5
level with a single injection of 15 mL of bupivacaine
0.5% and left in place during the procedure, but removedat the end of the operation. Pressure of carbon dioxide
(PaCO2) and oxygen (PaO2) was measured during the sur-
gery. Midazolam and fentanyl were administered intrave-
nously to keep the patient calm, but under conscious
sedation throughout the procedure. He was placed in right
lateral decubitus position and continued breathing sponta-
neously (Figure 1, B). An emergency protocol had been
developed.
A 5-cm single incision in the fifth intercostal space
(uniportal video-assisted thoracoscopic surgery [VATS])
was performed resulting in a surgical pneumothorax with
excellent lung collapse. Mild hypoxemia occurred with
88% oxygen saturation, but the patient remained asymptom-
atic (Figure 1, C). We liberated some adhesions with the
ultrasonic scalpel (Sonicision, Covidien, Mansfield, Mass)
and palpated both nodules manually in the upper lobe.
Awedge resection was performed with EndoGIA thick loads
(Autosuture, Norwalk, Conn) and the specimenwas removed
with a specimenbag (Figure 1,D).Analysis of frozen sections
of the nodules showed 1 cm of macroscopic free margins.
A 24-Fr chest drain was inserted through the single port and
connected to suction under 10 cm H2O; the patient was
asked to breathe deeply and cough to completely reexpand
the lung.ery c March 2014
FIGURE 1. A, Computed tomography scan showing 2 peripheral nodules in the left upper lobe. B, Single incision of 5 cm in the fifth intercostal space.
C, The camera and the instruments are inserted through the single incision. The patient is conscious and breathing spontaneously. D, Resection of the nodules
in the left upper lobe with a thick endostapler through the single incision.
Case ReportsDuring theprocedure, thepatient remainedwithoutdyspnea
and was asked several times if he was comfortable with the
operation. No hypercapnia was registered; the highest PaCO2
was 44mmHg.After the surgical pneumothoraxwas induced,
he was administered oxygen with a venturi mask at 50%
but oxygen saturation never fell below 88%, and theThe Journal of Thoracic and Capatient was completely asymptomatic. Blood pressure,
heart rate, and respiratory rate remained at normal values
throughout the procedure. Total anesthesia time was 40
minutes.
The patient stayed in the recovery room for 3 hours, and
we then removed the chest drain without air leak and therdiovascular Surgery c Volume 147, Number 3 e25
Case Reportschest radiograph showed complete reexpansion of the lung.
Once at the hospitalization unit, the patient started oral
intake and walking; he was discharged home with a new
chest radiograph 8 hours after the surgery showing no com-
plications. He resumed normal activities the day after the
surgery without any mishaps.
The final pathologic examination reported nasopharyn-
geal carcinoma metastasis (14 and 7 mm, respectively)
with a free margin of 0.9 cm.
DISCUSSION
Thoracic surgery is evolving toward less invasive
approaches. In recent years, uniportal VATS (single port)
has gained approval in many centers,1 seeking reduction
in postoperative pain compared with traditional VATS,
even though there is still a lack of clinical trials comparing
both approaches.
Many studies have shown the advantages of avoiding gen-
eral anesthesia and orotracheal single-lumen intubation with
mechanical ventilation, thus potentially decreasing the risk
of postoperative complications.2 Several groups have also
examined the safety and feasibility of performing pulmonary
resections, such as metastasectomies and even lobectomies,
in awake patients.3 The surgical pneumothorax created
with the incision, specially with a uniportal incision, pro-
vides excellent lung collapse; thus, adjunctive measures
such as endobronchial blockers are not necessary in most
cases.
Our patient was carefully selected because his past
history of chemoradiotherapy in the neck made double-
lumen intubation more difficult. Surgical pneumothorax
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e26 The Journal of Thoracic and Cardiovascular Surgbut in most cases is tolerable to the patient.4 Epidural
anesthesia proved to be an excellent method of thoracic
anesthesia, allowing the diaphragm to be mobile, thereby
counteracting the effects of paradoxic ventilation and
mediastinal shift. Avoiding general anesthesia allows the
patient to resume normal activities, such as drinking, eating,
and walking, earlier; the patient can even be discharged the
same day as the operation, reducing hospitalization time
and costs.5
In conclusion, we believe that, in selected patients,
a uniportal VATS incision combined with an epidural
catheter with the patient breathing spontaneously, is a safe
and feasible approach for performing pulmonary resections
of peripheral metastatic nodules. It also can be incorporated
in a fast-track program with the purpose of reducing the
hospitalization time and the costs of the procedure. Prospec-
tive randomized clinical trials are needed to support this
hypothesis.References
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89:1625-7.Aggressive infective endocarditis and the importance of early repeat
echocardiographic imagingKyle Eudailey, MD, Jennifer Lewey, MD, Rebecca T. Hahn, MD, and Isaac George, MD, New York, NYThe critical role of echocardiography in the assessment of
suspected or known infective endocarditis (IE) has been
well established. We present a report of aggressive aortic
valve (AV) IE in a 24-year-old man and reinforce the
need for repeat echocardiographic imaging after
negative results of examination if clinical suspicion
remains high.1,2 Seven days after negative results of both
transthoracic echocardiographic (TTE) and transeso-
phageal echocardiographic (TEE) examinations, our
patient had an annular abscess develop, with extensive
local destruction necessitating emergency surgical repair.ery c March 2014
